Introduction and objective. A nationwide survey, carried out in Poland in 2013, showed that 42% of an examined group of doctors reported occupational burnout syndrome (OBS). The phenomenon of OBS among medical personnel shows a relationship with perceived stress scale (PSS) scores. The aim of the study was to estimate the prevalence of OBS in a group of Polish doctors, and the relationship with selected risk factors and personal resources. Materials and method. A cross-sectional study using quantitative methodology was used with the application of a questionnaire method and correlation design. Questionnaires were administered to 318 doctors (42 different specialties) working in medical facilities in Poland. All participants in the study completed two standardized questionnaires: Link Burnout Questionnaire (LBQ), Perceived Stress Scale (PSS), and responded to the questions on a proprietary questionnaire. ANOVA variance analysis and analysis of regression was performed. Results. The results of the measurement of four aspects of occupational burnout: psychophysical exhaustion (PE), commitment to relationships with patients (CP), effectiveness in performed work (EW), and existential expectations (EE), were in the medium and high levels range. Every second medical doctor who participated in the research declared a high degree of occupational burnout in each of the aspects of OBS. The high level of PSS scores, the large number of duties per month, the short work experience (years of employment) and the low number of holiday leaves, were the predictors of occupational burnout in the group of doctors taking part in the study. Conclusions. The prevalence of the signs of OBS among Polish doctors is consistent with the results of research in other countries. Failures in the interventions taken to reduce stress seem to co-exist with the severity of signs of burnout.
INTRODUCTION
The data from scientific research indicate a progressive increase in burden for healthcare staff, who physically and mentally suffer from the risk of chronic occupational stress [1, 2] . Healthcare institutions require from doctors perfectionism, the suppression of emotional sensitivity and delayed gratification from work [3] . They are expected to take effectively correct medical and ethically difficult decisions, e.g. regarding the discontinuance of treatment for economic reasons [4] , to continuously improve their professional skills and interpersonal competence.
The list of stressors associated with the medical professions is very long, among them those connected with pressure of time and with control of performed work, disadvantageous working hours (24 hours) a day, a disturbed sleep pattern and waking state as the result of a large number of night-duties in a month, the risk of losing one's autonomy at work and the ability to make one's own decisions, as well as the disturbance of the interpersonal climate at work [5, 6] . The stressors commonly present in the health service are supplemented by those specific for different medical specializations. They include, for example, very high requirements when working with patients in a critical health condition, conducting highly complicated surgical interventions, difficult intubations, work outside the hospital or outpatient clinic, the risk of occurrence of problematic relations with members of the medical team (e.g. during surgery or in psychiatric treatment) [7] . High mortality among patients, moral and ethical dilemmas connected with the life support of a patient, tense relationships with the patient's family, and exposure to traumatizing stressors are typical for emergency departments [8, 9] . In palliative care, attention is drawn to the necessity for making ethically difficult decisions, continuous contact with a suffering person in the final phase of his/her life, and with death [10] .
The occupational stressors combined with the level of subjective perceived stress, the ways of coping with stress and with personal and professional identification, together build the OBS-related factors. According to the multidimensional theoretical model, OBS is a psychological syndrome of emotional exhaustion, depersonalisation and reduced sense of self-accomplishment, and is understood as extended over time employee's reaction to the chronic impact of emotional, interpersonal and organizational stressors [11] . The burnout mechanism is connected with the lack of balance between the requirements of the work environment and personal resources (e.g. the level of subjective perceived stress and the coping strategies). Its sources may be rooted in the personal characteristics of an employee (personality traits), organizational factors (e.g. never being off-duty, lack of time to spend with family, social pressure, inadequate salary), social interactions (conflicts with patients and their families), operational aspects of work (e.g. having to cope with the injured and the dead, and exposure to human suffering) resulting in the condition of chronic tension and fear. The level of subjective perceived stress is a sign of failure in the coping with occupational stressors, using only passive ways of coping. The passive coping strategies, solely focusing on the methods to relieve mental pressure, does not change the ways of perceiving stressors.
The OBS syndrome contains involuntary or intentional reactions and behaviours used by the employee as a means of defence against the impact exerted by a stressor. The achievement of the intended purpose of overload protection, the Central Nervous System, is connected with a series of negative consequences, as a result of which the work performed so far with a sense of mission and vocation becomes -over time -only the execution of monotonous, boring and discouraging procedures. The progressive emotional loads gradually deprive an employee of his/her psycho-physical resources, thus initiating the occurrence of the next stages (symptoms) of the OBS [11] . The psychophysical exhaustion (PE) results in the emotional and cognitive distancing of doctors from patients and from the work they perform, in the form of negative emotionality, coldness and indifference, even cynicism (depersonalization DP), followed by a decrease in personal commitment to work giving rise to a decreasing sense of professional achievement and disappointment with work. There is a sense of the lack of ability to help others and professional failure (weakened sense of self-accomplishment). Use of the depersonalization mechanism is an attempt to protect oneself from increasing the consequences of exhaustion. The OBS symptoms can be understood as nonadaptive ways to reduce occupational stress.
According to Maslach and Leiter [11] , if the employee is ill-fitted to the work environment, it creates a source of stress and increase a risk of developing occupational burnout. The model of job-person fit would seem to be an appropriate framework for understanding burnout. The correlation between the level of occupational burnout and the system of work performed was shown by Scarella et al. [12] , indicating that a physician's availability on a 24h basis and night-time work have a direct impact on the level of occupational burnout and the quality of life. The sources of ill-fit to the work are: an excessive number of administrative duties and rare participation in satisfying activities, a lack of support from the team and a lack of clear information about work tasks, and -what is particularly important -perception of work as stressful [13, 14, 15] .
All the predictors listed above are also organizational, operational and personal stressors in the workplace. Analyses of the results of scientific research carried out in 2010-2015 and earlier indicate that the risk factors for burnout include also younger age (junior doctors face greater pressure to increase knowledge and skills through practice), female gender (women are more likely to experience work-home conflicts), lack of a civil partnership, having children, although the results do not always confirm these relationships [16, 17, 18] . All the factors mentioned above, if they are not balanced by the employee's individual resources and organizational activities, increase risk the OBS.
As noted by West et al. [19] , OBS among doctors has now reached epidemic levels. The report of a study of family doctors from 12 selected European countries published in 2008, revealed a high level of emotional exhaustion in 43% of the doctors [20] . Results of an analysis of data reveal that more than a half of the doctors employed in American hospitals meet at least one criterion of OBS [21] . In 2018, the American Psychiatric Association presented information on its website that two out of five psychiatrists have symptoms of burnout. The number of medical doctors suffering from burnout increases every year (by 6% over two years) [22] . The situation is similar worldwide (among others: Spain [23] , Arab countries [24] , and Poland [25] .
Despite the growing scientific knowledge about the predictors of burnout among medical staff, as well as the introduction of preventive programmes in some countries, so far there has been insufficient evidence of the effectiveness of interventions [26] . There are data that emphasize the importance of individual ways of coping with stress as a way to protect against the development of OBS syndrome. Meta-analysis of 15 randomized trials conducted in the USA to assess the effectiveness of interventions aimed at preventing and reducing burnout in the group of physicians showed optimistic results [19] . The overall level of burnout was reduced by 10%. There are data demonstrating the greater effectiveness of cognitive-behavioural interventions compared to various form of relaxation, and the lack of evidence in the case of encounter group in the form of Balint groups [27] .
OBS develops insidiously, physicians often cope with OBS symptoms by undertaking additional duty at the hospital, which increases the level of psychophysical exhaustion. For this reason, it is postulated early recognition of the signs of burnout, maintaining a balance between work and family life, building social support networks, developing emotional intelligence, especially skills to deal with internal and external (interpersonal) conflicts, and replacing the biomedical model of burnout with a holistic model [22] .
In 2013, at the request of the National Medical Council, a nationwide and representative questionnaire survey regarding physicians' opinion on working conditions, including signs of burnout, was carried out in Poland [28] . The survey showed that 42% of representative group of doctors examined, reported being occupational burned out, among whom the highest risk concerned men aged 35-50 years and seniority 10-30 years, performing surgical procedures.
OBJECTIVE
The quantitative design plays a significant role in OBS research by using standardized psychological instruments to measure the signs of OBS syndrome, experienced stress and the effectiveness of coping with stress. For this reason, the aim of the study was an in-depth assessment of the level of OBS in a group of Polish doctors, and to confirm the relationship between the level of OBS and perceived stress scale (PSS) scores and other, selected risk factors and personal resources.
MATERIALS AND METHOD
A cross-sectional design was used with the application of a questionnaire method. The selection of the group had an intentional character: in order to include a person in the researched group, it was necessary that he/she was pursuing the profession of a medical doctor in Poland, both in public and non-public health service. The researched group covered persons from different regions of Poland, proportionally representing the doctors employed at large university hospitals, and at municipal hospitals and outpatient clinics in small healthcare centres. The criterion of exclusion from the group was: working as a doctor only on a part-time basis (less than full time employment, i.e. 15 hours a week), permanent employment abroad, citizenship and nationality other than Polish, psychiatric treatment (in particular, depression that required pharmacological treatment). The research was conducted online using the online medical portal, after having obtained the consent of the Bioethics Committee of the Jagiellonian University in Kraków. The research sample was randomly selected from the completion of volunteers who met the criteria for inclusion in the group. The medical portal contained information about the purpose of the planned tests, guarantee of confidentiality of the data received, and informed consent to participate in the study. From the group of people declaring willingness to participate in the study, 320 were randomly selected, and who were sent the questionnaires by e-mail. 318 correctly completed questionnaires were received (rate of return 99.37%), two were discarded because of too many missing data. All participants were assured about the anonymity and confidentiality of their responses. For those interested, we offered an individualized e-mail with the results obtained in tests and proposed ways of stress reduction. The fillingin of the questionnaires was treated as an expression of informed consent to participate in the conducted research. Measurement was conducted in 2017.
The study involved 318 doctors: 66% women and 34% men, aged 27-86 (M age = 47, SD age = 11.21). 62% of the respondents were first-degree specialists, 21% second-degree specialists, 3% had at least two specialties. 42 fields of medicine were represented in the study: psychiatry -18% of respondents, internal medicine -16%, and paediatrics -13%. All participants in the study had academic degrees, the majority -79%, a Ph.D. in medical sciences.
A cross-sectional study with quantitative methodology was used by the application of a questionnaire method and correlation design. The following research tools were used: a proprietary questionnaire and two instruments translated into Polish: Link Burnout Questionnaire (LBQ) and Perceived Stress Scale-10 (PSS). The survey questionnaire, in addition to the basic demographic data, included questions regarding the place of employment and changes of place of work, management position in the workplace, frequency of being controlled by employees of the National Health Fund (NFZ), and the use of annual leave, having an account on a social network, having a pet and other hobbies, as well as taking antidepressants.
The LBQ questionnaire is the only OBS measurement psychological instrument recommended by the Polish Psychological Association, designed to measure burnout syndrome in healthcare professionals. The questionnaire has a norm table for doctors, and allows the recognition of four aspects of burnout (unlike the Maslach Burnout Inventory (MBI) formed by three scales): psychophysical exhaustion (PE), commitment to relationships with patients (CP), effectiveness in the performed work (EW) and existential expectations (EE). Santinello added disillusionment in existential expectations to the three scales proposed by Maslach, convinced of the high motivation that characterizes doctors in choosing their job [29] . PE is understood as the loss of energy resources, experiencing fatigue and tension during work. CP is expressed as a form of the conscientious and individual treatment of each patient. Its opposite is indifference, distancing and hostility. EW is the effectiveness of the tasks being performed. EE means passion and enthusiasm accompanying the work being done. Its opposite is disillusionment with the results. A respondent uses a 6-grade Likert-type scale for the assessment of 24 items (1 -never, 2 -rarely, 3 -once or several times per month, 4 -more or less every week, 5 -several times a week, 6 -every day). The raw result of each scale is obtained by summing-up the answer according to the key, and is included between 6 -36 pts. The higher the score, the greater the intensity of every aspects of the burnout syndrome. Cronbach's alpha -a coefficient of reliability for four sub-scales of the LBQ amounted in the presented study, to: psycho-physical exhaustion -0.82; commitment in relationships with patients -0.57; efficiency in the work performed-0.76; existential expectations -0.88.
The PSS-10 questionnaire is the most widely used psychological instrument for measuring the cognitive aspects of stress and coping, recommended by the Polish Psychological Association. Ten questions of PSS-10 identify the level of perceived stress as an indicator of the effectiveness of dealing with life events. The questions in the PSS ask about feelings and thoughts, the respondent answers on a 5-point Likert-type scale (0 -never, 1 -almost never, 2 -sometimes, 3 -quite often, 4 -very often). PSS scores are obtained by reversing responses six negatively stated items and then summing negatively i positively stated items. The overall raw result is included between 0 -40 pts. The higher the score, the greater the intensity of the perceived stress. The results allow the prediction of physical and mental discomfort in the respondents [30] . Cronbach's alpha -a coefficient of reliability, amounted in the current study to 0.89.
Statistical analysis.
The distribution of LBQ results was platycurtic: a left-skewed distribution for PE and CP subscales, while for the EW and EE subscales -right-skewed. The distribution of results PSS-10 was normal. An ANOVA variance analysis was performed on the obtained data. In the statistical analysis, parametric tests were performed on quantitative variables with a normal distribution, and nonparametric tests for quantitative variables with a distribution different from normal, and for qualitative variables -cross tabulation and Chi 2 . Analysis of the distribution of the variables: age, gender, marital status, and the number of years employment was close to normal or deviated from the normal; therefore, non-parametric tests were used. Computer support with the IBM SPSS Statistics 2.0 was used.
RESULTS
Level of OBS in the study group. The first stage of the data analyses involved estimation of the intensity of the two main variables: the four dimensions of OBS and the level of perceived stress. The results of estimation of the OBS symptoms and the level of stress were encoded into sten scores.
In the subscales, PE and CP presented high scores, while in the subscales of EW and EE presented low scores. The average results for the group were in the following sten scale set for the doctors' professional group: PE -7 sten scores (range with a probability of 85 %; 6 -9 sten scores), CP -7 sten scores (range with a probability of 85 %; 5-8 sten scores), EW -7 sten scores (range with a probability of 85 %; 6 -9 sten scores), EE -8 sten scores (range with a probability of 85 %; 7 -8 sten scores). Table 2 presents the proportion of high results (8 sten scores and above) of OBS measurement in the examined group of doctors.
Level of stress experienced in the examined group. The average result of the measurement of subjectively felt stress in the examined group was 23.55 points. (SD = 8.01, empirical range: 2-40). This is a value in the range of 8 sten scores. After calculating the median value (Me = 24.5 points, 8 sten scores), the obtained results were allocated to two parallel subgroups with a stress level below and above the median value.
Correlation statistics -OBS due to the level of stress experienced. In the second stage, analysis of the correlation between main variables was performed. Then, due to the fact that PE is considered to be the source of other negative changes, the decision was made to further analyze only the mentioned aspect of professional burnout, and look for relationships with the other variables which were examined. In order to assess the differences in the intra-group within PE variable, the median criterion (Me = 22) was used. A subgroup of results indicating low (L) and high (H) level of PE was separated. Group results differed statistically (M L = 16.66, SD L = 4.32; M H = 27.55, SD H = 3.37), F = 626.86, df=1,p < 0.001).
Application of the ANOVA method of analysis of variance showed the presence of significant differences in the value of four aspects of occupational burnout, taking into account the level of the experienced stress. U test values amounted to: PE = 3720; p <0.001; CP = 7397 1; p <0.001; EW = 4722.5; p <0.001; EE = 4940; p <0.001 (Fig. 1) . Figure 1 . Results of the measurement of four aspects of OBS in two subgroups after calculating the median value of the stress level PE and level of stress experienced. There were significant differences (U = 3820; p <0.001), a high level of PE co-existed with high levels of stress. In the subgroup with a low level of PE, the average level of occupational stress was 104.4 points; in subgroup with a high level of PE -215.6 points.
The third step of data analysis involved estimation of correlations between the PE variable and other independent variables: gender and marital status, practicing a medical profession, possessed hobbies and passions, frequency of using holiday leave, and others.
PE and age of respondents, gender and marital status.
In group L (M L = 48, SD L = 11.30) older people prevailed, in group H, younger (M H = 45, SD H = 10.95), t = 2.42, df = 316, p = 0, 02). There were no differences in the level of exhaustion when taking into account the gender and marital status of the respondents.
PE and variables related to practicing a medical profession.
Differences between doctors with low and high levels of PE in variables related to the medical profession were checked. The basic workplace variable was excluded from the analyses because the vast majority of respondents worked in the public health service (L = 285; 90 %). The following results were obtained: in group L, the majority were doctors with longer seniority (t = 2.36, df=316; p = 0.02).
In group L, the majority were physicians who should take up senior management and leadership roles in the health services (Chi 2 = 8.38, df=1; p = 0.004). Since similar results were observed in the group of people with a high level of PE, it should be recognized that team management is not a differentiating factor. OBS -occupational burnout syndrome; PE -psychophysical exhaustion (a high score indicates high level of exhaustion); CP -commitment to relationships with patients (a high score indicates a lack of commitment with patients); EW -effectiveness in the performed work (a high score indicates a lack of effectiveness); EE -existential expectations (a high score indicates disappointment at work) PE and variables related to hobbies and passions. The majority of respondents had hobbies and passions. Although in group L more people than in group H declared having a passion, the differences were so insignificant that the mentioned factor cannot be considered as significantly related to the level of burnout (Chi 2 = 5.58, df = 1; p = 0.02 V = 0.14).
PE and variables related to frequency of using holiday leave. Doctors from group L declared more frequent use of annual leave (Chi 2 = 18.11, df = 3; p < 0.001, V = 0.24) (Fig. 2) . There were no links between the level of psychophysical exhaustion and the number of years worked in the basic place of work, number of working hours per week, number of on-call duty hours per month, type of specialty, holding an academic title, number of jobs, change of employment, length of time of travel between places of employment, work abroad, and being controlled by the National Health Fund (NFZ). Also, having an account in a social network, having a pet, and taking antidepressants did not coincide with changes in the level of exhaustion.
DISCUSSION
The aim of the presented study was to assess the level of OBS in a group of Polish doctors, and to confirm the relationship between the level of burnout and the level of perceived stress and selected risk factors and personal resources. The obtained results of the measurement of four aspects of the occupational burnout in the examined group of doctors, in the case of psychophysical exhaustion, lack of commitment and ineffectiveness of undertaken professional activities, were on the verge of average and high values, while disappointment with work obtained high results. Every second examined physician declared a high level of OBS in each of the four aspects. These data are comparable to those obtained in a study of 181 doctors at the University Clinical Hospital in Wrocław, south-west Poland, where 74.6% of physicians, in at least one aspect, declared a high level of burnout [31] . The similarity in the results also applied to the scope of prevalence of a low degree of commitment to the relationship with a patient, and a sense of a lack of professional effectiveness. The obtained data are higher in all four aspects than those obtained in the LBQ adaptation questionnaire survey carried out in 2014 in Poland in a group of 199 doctors [29] Also, in the case of the average value of perceived stress in the study group reached a high level. For comparison, the average result obtained in a group of 1,830 healthy Poles was in the range of 5-6 sten scores (16.62 points, SD = 7.50) [30] . The intensity of stress above the median value in the group of doctors examined co-occurred with a higher level of PE, less care for relations with patients, a lack of professional effectiveness and a greater degree of disappointment with work. The high score obtained in the PSS-10 questionnaire presented evidence that the actions undertaken by the examined person in coping with everyday stress were unsuccessful. There is no doubt that acute and chronic stress affects risk OBS. The level of PE depends on the degree of physician reactivity to stressful or emotionally challenging experiences. The goal is knowing how to perceive and respond to a stressor in ways that do not increase the risk of OBS. This is very important because chronic stressrelated disorders co-occur with OBS in the development of heart disease and HPA axis disorder, depression, and often fall outside the category disease and not treated at all.
There are links between cognitive assessment, psychophysiological reactions and symptoms of burnout. For example, medical workers who declare higher levels of OBS reported a higher severity of perceived stress and, at the same time, a higher level of cortisol secretion measured after waking up and before falling asleep [32] . The presence of the relationship between stress and OBS also confirms the effectiveness of prevention programmes focused on stress management. The stress reduction programmes, e.g. healing with suffering and stress management as well as contemplation-meditation exercises, debriefing sessions, and focus group that explored themes around work-related stressor and coping mechanisms, are examples of useful physicianrelated interventions to reduce OBS [19] . Strengthening the knowledge of medical doctors about the stressors and cognitive and behavioural ways of coping with stress seems to be as important as organizational changes in the healthcare centres.
The current study shows that a higher level of PE coincides with a younger age and shorter time of seniority. Analyses of the results of scientific research conducted in 2010-2015 indicate that the risk of burnout includes a younger age, unrealistic ideas about the possibilities of modern medicine, high expectations and motivation to work, typical for the first years of work [18] . Age and working hours may be linked through greater pressure to increase knowledge and lack of experience resulting in increased working hours. However, not all studies confirm these relationships, and the researchers point to difficulties in establishing a causal link, requiring longitudinal research [17] .
Although in own research there were no links between the level of psychophysical exhaustion and the number of years worked in the basic place of work, number of working hours per week, number of on-call duty hours per month, the results show that in the group of 318 doctors, only 22% provided health services exclusively in one place of work, the majority, namely 52% in 2-3 medical facilities, 21% in 4-5, and 4% in more than 5 healthcare facilities. This fact is confirmed by other authors. In many cases, Polish doctors work more hours than a full-time job in a hospital, standardized by EU arrangements. 10% of doctors admitted to working 2-3 times longer than 1 FTE which is more than 10 hours a day, including weekends. 2% declare working 18 hours a day each day [33] . A meta-analysis of burnout predictors among psychiatric trainers from 22 countries showed that the odds ratio of severe burnout was higher with more weekly working hours (it increased by 9% with every additional hour), and not having regular 11 hours rest in every 24 hours (odds ratio of severe burnout was 38% higher for those who did not have regular rest, compared to those who did have) [13] .
The average weekly number of working hours of a Polish doctor is 44 hours. A large number of on-call duties, long working hours and work in various medical facilities are not the only occupational stressors. Another is the need to complete time-consuming medical records (writing prescriptions, sick leaves, filling-in personal data) and searching for medical history. As a result, the time of the average patient's visit to a doctor in outpatient care in Poland is 20 minutes, of which 16 minutes are organizational activities, and only 4 minutes are intended for examination and conversation with the patient. Patients notice this. 72% of them think that doctors devote too much time to completing medical records and too little to the diagnosis of the patient's health condition [34] .
There is a paradox that persons who are burnt-out take extra duties instead of temporarily relieving themselves from work. The result obtained in the studies confirm the regularity mentioned above. The frequency of using holiday leave in the study group amounted to two holiday breaks a year. In the case of three breaks, there were twice as many people with low levels of exhaustion, compared with those suffering from a high level of exhaustion. The outcomes of meta-analysis of research on the prevention OBS indicate, that organizational-directed interventions were more likely to lead to reductions in burnout. These are a simple intervention in the form of load reduction, changes in work schedules, duty hour limitation policies [35] .
The negative consequences of burnout are not limited to symptoms forming the syndrome, but relate to both individual and organizational effects. The organizational consequences of the burnout of medical workers are: low retention rate, i.e. the capacity of medical facilities to retain workers, high level of professional rotation, and emerging staff shortages The results of research conducted worldwide indicate that professional burnout results in a decrease in the productivity of doctors, measured by the number of days spent on sick leave, loss of the capacity to work, resignation from continuing in medical practice, and rotation between facilities.
Although in own research there were no links between the level of psychophysical exhaustion and changes in employment, the study confirmed a high level of professional rotation among Polish physicians: 44% of 318 doctors had changed their workplace, of which 26% at least once and 5% at least five times. 4% of physicians declared that they worked abroad in the past. Data from the Supreme Medical Council (NIL) in Poland indicate an increasing process of the outflow of medical personnel from the Polish labour market. According to estimates, around 30,000 Polish doctors may work abroad [36] . As Poland is not an attractive country for migrants, there is an increasing risk of a shortage of medical personnel [37] . According to the data of the Organization for Economic Cooperation and Development (OECD), in 2014, 1.8% of doctors working in Poland were foreigners, while the average for OECD countries was 17.3% [38] . According to a report published in 2016, there were 2.3 practicing doctors in Poland per 1,000 inhabitants in 2014 [39] . This is the lowest rate in the entire European Union, for which the average is 3.5. At the same time, however, doctors in Poland provide 7.3 consultations per year per 1,000 inhabitants. According to the estimated number of consultations per year per one doctor (3,121 consultations), Polish doctors are in third place in the EU (for comparison, the number in Norway is 971, and in Sweden 704 consultations).
The average age in the examined group of 318 physicians was 47 years, and among them were some aged 87. The generation gap among Polish doctors deepens. According to the data of NIL, the average age of a practicing specialist is 55 years, while the number of specialties in all medical specialties is decreasing [40] .
CONCLUSIONS
The research performed proved the high level of burnout in every second examined physician from an intentionally selected group of polish physicians. This is a result higher than that obtained in the survey conducted in 2013 by the Polish Chamber of Physicians and Dentists. The results of own research seem to be meaningful, given that only recently, in 2018, during the XIV National Congress Physicians in Warsaw, physicians adopted a resolution on the creation of mechanisms to prevent burnout among Polish doctors [41] . The coexistence of signs of OBS and high level of perceived stress, appraisal of a specific life situation and effectiveness of coping with stress, indicates the direction for preventive interventions. However, one should not think only about correcting the level of stress (relaxation, leave periods, limited working hours, improving psychosocial working conditions), changes should affect cognitive and emotional resources of physicians, such as perceived helplessness, self-efficacy, ability to tolerate unpleasant experiences, and resilience. It is reasonable to use cognitive-behavioural techniques to prevent stress and OBS symptoms, and take such organizational changes that increase the sense of professional and decisionmaking autonomy of the physician. This is consistent with the science literature' data on the relationship between OBS and the locus of control. The physician's ability to the stress manage (soft skills) should be evaluated on par with medical skills.
Confirmation in own research of the positive relationships between OBS and young age and seniority of the physicians,emphasize the need for early prevention, even in the last years of medical studies, at the latest in the first years of employments. It is necessary to stimulate employees to frequent use of holiday leaves, and especially to prefer a series of short leave periods in place of one longer one. It is necessary to change the mistaken belief of the majority of health care institutions that OBS and job satisfaction are solely the responsibility of individual physicians, while OBS is more a problem of the health care system than of an individual human. As Panaglioti stated in 2017: "Even though many studies have examined risk factors for burnout in physicians, relatively few intervention programme ave been developed and evaluated" [35] .
Limitation. The study took into account selected sociodemographic factors influencing the incidence of the OBS syndrome. Finally, it is necessary to indicate the most important limitations of the studies carried out. Their cross-sectional design allowed only for the observation of the coexistence of some variables as risk factors for burnout, and it did not examine changeability of the OBS phenomenon. The study did not use objective methods that allow for the measurement of the medical parameters of burnout and stress, only questionnaire methods were used. The use of self-report questionnaires entails the risk of a number of measurement errors (reporting bias, method variance error and obtaining data from one source only, error of reverse causality). In order to be able to show directional relationships, further research requires the use of a longitudinal study and an experimental method.
The strength of the research was the use of a Internet platform to ensure confidentiality of the survey. The authors of the study are planning to take into account an analysis of personality factors (e.g. sense of self-efficacy, resilience) and variables connected with psycho-social working conditions (e.g. emotional labour).
